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EPSDT Continuing Care Provider Services

Continuing care providers, who have entered into an agreement with the Division of
Medical Assistance in accordance with Section 3.1 (a)(9) of this Plan, will be
reimbursed an amount equal to the costs associated with implementing the provisions
of such an agreement.

TN No. _02-011 Approval Date:
Effective Date: July 1, 2002 Supersedes TN No. N/A



